respiratory tract infections; treatment for otitis media accounts for about one-third of all antibiotics purchased for children. Respiratory tract infections may be caused either by bacteria that can be treated effectively with antibiotics or by a virus for which antibiotics are not effective.
The data also show that between 1996 and 2001, the percentage of children in the United States aged 14 and under who used an antibiotic for any reason during a given year declined from 39 percent to 29 percent. In addition, the average number of antibiotic prescriptions used by all children aged 14 and under during this period declined from 0.9 per child to 0.5 per child.
MEPS researchers also looked at trends in antibiotic use for children of different ages, races and ethnicities, household income, insurance status, health status, and geographic location. The data show that during the period 1996-2001, each subgroup of children experienced a
Research Activities
A recent study supported by the Agency for Healthcare Research and Quality (HS09578) reports long-term outcomes of 767 men aged 55 to 74 who were diagnosed with clinically localized prostate cancer between January 1, 1971, and December 31, 1984. The study participants were managed conservatively-either by observation or by androgen withdrawal therapy alone-and followed for a median of 24 years after diagnosis. The study was led by Peter C. Albertsen, M.D., M.S., of the University of Connecticut in Farmington.
Among those patients presenting with low-grade disease (Gleason score of 2-4) on biopsy, the risk of disease progression remained low even after more than 20 years. Only 7 percent of patients with low-grade disease died of prostate cancer, while 83 percent died from other identifiable or unknown causes. Twelve percent of the men were still alive 20-33 years after diagnosis. In contrast, among men with high-grade tumors (Gleason score of 8-10), a majority died of prostate cancer within 10 years, regardless of their age when diagnosed. Only 1 percent of patients with highgrade tumors survived to the end of the study. Those who had moderate-grade tumors had an intermediate long-term risk of dying as a result of their prostate cancer.
Findings from this study demonstrate that men with low-grade prostate cancer have only a small risk of prostate cancer progression even after 20 years of management by observation or androgen withdrawal therapy alone. These results do not support aggressive treatment of localized low-grade prostate cancer, concludes Dr. Albertsen. MEPS collects information each year from a nationally representative sample of U.S. households about health care use, expenses, access, health status, and satisfaction with care. MEPS is a unique Government survey because of the degree of detail in the data and the ability to link MEPS data on health services spending and health insurance with demographic, employment, economic, health status, and other characteristics of individuals and families.
Details are in Trends in Children's Antibiotic Use: 1996 to 2001 A n estimated 14 to 36 percent of individuals who suffer a hip fracture die within a year of the fracture. Delay of hip fracture repair surgery increases the risk of dying within a month, according to a study supported in part by the Agency for Healthcare Research and Quality (HS09460). The study found that patients with a closed hip fracture who had a delay in surgery of 2 or more days after hospital admission had a 17 percent higher chance of dying within 30 days than similar patients whose surgery was not delayed. Individuals whose surgery was delayed 3 or more days had a 21 percent higher chance of dying within a month.
Jeffrey H. Silber, M.D., Ph.D., of the Center for Outcomes Research, Philadelphia, and colleagues used the Pennsylvania Medicare database from 1995-1996 to examine the relationship between time from hip fracture diagnosis to surgical repair and death within 30 days for 18,209 Medicare patients aged 65 or older. Overall, 81 percent of patients were admitted from the emergency department, and 48 percent had other preexisting medical problems.
Nearly 7 percent of patients died within 30 days of hospital admission. Those whose surgery was delayed 2 or more days had a 17 percent higher risk of dying within a month, even after adjusting for severity of illness. Day of the week, as expected, correlated with treatment. The mean time from admission to surgery was 1.17 days. However, admission on Saturday, Sunday, or Monday was associated with a mean delay of 1.22 days and was highly predictive of a delay in surgery of 2 or more days. Patients admitted Tuesday, Wednesday, Thursday, or Friday had a mean delay of 1.13 days. In clinical practice, the sickest patients most often have a deliberate delay to optimize their health status before surgery. They also are the patients most likely to die.
See "Delays until surgery after hip fracture increases mortality," by Editor's note: Another AHRQsupported study on a related topic found that patients with elevated risk of relocation after hip fracture may be targets for intensive care coordination and care planning interventions. For more details, see Boockvar, K.S., Litke, A., Penrod, J.D., and others. (2004) . "Patient relocation in the 6 months after hip fracture: Risk factors for fragmented care." (AHRQ grants HS09973 and HS09459) . Journal of the American Geriatrics Society 52, pp. 1826-1831. I O ver 500,000 percutaneous coronary interventions (PCIs)-coronary angioplasties-with stent placement are performed each year in the United States. During these procedures, a balloon-tipped catheter is inserted into the coronary artery, and the balloon is inflated to open up the blocked artery. A stent, which is a hollow mesh tube, is placed in the artery to keep it open.
Doctors prescribe the combination therapy of aspirin and the anti-clotting drug, clopidogrel, for 1 month after PCI to prevent further heart problems. However, prolonging clopidogrel therapy up to 1 year after PCI is economically attractive, particularly in patients at high risk for heart attack after PCI, according to findings from a recent study. The study was supported by the Agency for Healthcare Research and Quality (HS10548) through the Centers for Education and Research on Therapeutics (CERTs) program.
A research team at the Duke University CERT used decision analysis to compare the outcomes and cost of discontinuing clopidogrel treatment at 1 month after PCI with prolonging treatment up to 1 year after PCI. They based rates of major events after PCI (heart attack, death, and repeat revascularization) on 3,976 PCI patients who were treated between January 1999
and December 2001 at the Duke Medical Center and received no more than 1 month of post-PCI clopidogrel. The effect of prolonged clopidogrel therapy on event rates (heart attack, bleeding, repeat revascularization, death) was based on data from the Clopidogrel for the Reduction of Events During Observation (CREDO) trial.
Extending clopidogrel therapy from 1 month to 1 year after PCI cost $879 per patient ($775 for high-risk patients) and reduced the risk of heart attack by 2.6 percent (by 3.5 percent in high-risk patients from 8 percent to 4.5 percent). Assuming heart attack decreases life expectancy by 2 years, prolonged therapy would cost $15,696 per year of life saved ($10,333 for highrisk patients). The economic attractiveness of therapy varied with patient baseline risk, the effect of prolonged therapy on heart attack risk, and the price of clopidogrel (an expensive $3.22 per day).
See "Economic effects of prolonged clopidogrel therapy after percutaneous coronary intervention," by F rom 15 to 20 percent of adolescents will experience major depression at some point. Improving access to effective treatment for adolescent depression in primary care settings leads to better patient outcomes, according to a recent study. A second study shows that depression is diagnosed much more often among women than men. Both studies show that when adolescents and adults are given better access to medication and therapy through a primary care quality improvement program for depression, quality of care and outcomes are improved relative to usual care. The studies, which are summarized here, were supported in part by the Agency for Healthcare Research and Quality.
Depression care
continued from page 4 primary care clinics." (AHRQ grant HS09908). Journal of the American Medical Association 293(3), pp. 311-319.
The researchers conducted a randomized controlled trial between 1999 and 2003 involving 418 primary care patients with depressive symptoms, aged 13 through 21 years, from five health care organizations. The organizations included managed care, public clinics, and academic medical center clinics in the United States. Subjects were randomized to quality improvement (QI) care or usual care (UC). QI care included expert leader teams at each practice site, care managers who supported primary care clinicians in evaluating and managing patients' depression, training for care managers in cognitive behavior therapy for depression, and patient and clinician choice of treatment options, including medication and/or therapy. The research team studied depressive symptoms after 6 months of care for the UC group (207) and the QI group (211).
Six months after initial assessments, QI patients reported significantly fewer depressive symptoms than UC patients (19 vs. 21.4), higher mental health-related quality of life scores (44.6 vs. 42.8) , and greater satisfaction with mental health care (3.8 vs. 3.5 on a 5-point scale). QI patients also had higher rates of mental health care (32 vs. 17 percent) and psychotherapy or counseling (32 vs. 21 percent). These researchers randomized 46 primary care practices within 6 managed care organizations to usual care or one of two QI programs: QI-Meds or QI-Therapy. The QI programs supported QI teams, provider training, nurse assessment and patient education, and resources to support medication management or psychotherapy. The researchers compared the outcomes of UC and QI for adult men and women (a total of 1,299 primary care patients) who completed at least one of five patient assessment questionnaires during the course of 2 years.
Sherbourne
Women were more likely to receive depression care than men over time, whether they were in the UC or QI groups. The effect of QIMeds on probable depression was delayed for men, but the effect was significantly greater for men than for women. QI-Therapy reduced the likelihood of probable depression equally for men and women. However, QI-Therapy had a greater impact on mental healthrelated quality of life and work status for men than for women. QIMeds improved these outcomes for women. The authors conclude that QI programs may need to facilitate access to both medication management and effective psychotherapy to improve depression care for both men and women and reduce male-female differences in outcomes. I L ow literacy is common in the United States, with 90 million adults unable to understand information from complex texts or perform calculations requiring two or more sequential operations. Low literacy interferes with functioning in society and achieving goals, and it also is linked with poorer health outcomes.
Researchers at the RTI International-University of North Carolina Evidence-based Practice Center (EPC), which is supported by the Agency for Healthcare I n one of seven primary care visits, some important piece of data-a laboratory result, a letter from a consultant, a radiology report, or a hospital history-is not available at the time the patient is in the office, according to a study supported in part by the Agency for Healthcare Research and Quality (HS11878). The study was carried out by researchers at the University of Colorado Health Sciences Center in Denver.
Missing information leads to a waste of time and resources, and it may adversely affect patients. For example, in 60 percent of primary care visits with missing clinical information, clinicians reported that the lack of data was likely to result in either a delay in care or duplicate medical services. In 44 percent of such visits, physicians believed that the patients' wellbeing was likely to be placed at risk.
The researchers surveyed 253 clinicians in 32 primary care clinics within a Colorado consortium of practice-based research networks. The clinicians reported on 1,614 patient visits (patient and visit characteristics, including missing information) that occurred between May and December 2003. Clinicians reported missing clinical information in nearly 14 percent of visits. Missing information included laboratory results (6.1 percent of visits), letters/dictation (5.4 percent), radiology results (3.8 percent), history and physical examination findings (3.7 percent), and medication information (3.2 percent).
Missing information was reported to be somewhat likely to adversely affect patients (44 percent of visits) and to potentially result in delayed care or the need for additional services (59.5 percent of visits). Missing information was about twice as likely when patients were recent immigrants, new to the practice, or had multiple medical problems compared with no problems. Missing information was much less likely in rural practices, where patients see fewer health care providers, and in practices with full electronic records.
See "Missing clinical information during primary care visits," by Peter C. Smith, M.D., Rodrigo ArayaGuerra, B.A., Caroline Bublitz, M.S., and others, in the In the first study, Dr. Riddle and his colleagues assessed whether a set of clinical characteristics, a socalled clinical decision rule, was valid for diagnosing or ruling out PDVT in outpatients with musculoskeletal disorders. A score of 3 or more on a list of clinical findings (for example, entire leg swelling, calf swelling of at least 3 cm more than the asymptomatic leg, paralysis or immobilization of the lower extremities, recently bedridden for more than 3 days, or major surgery within 4 weeks) equaled a high probability of PDVT. A score of 1 or 2 indicated a moderate probability of PDVT, and 0 equaled a low probability of PDVT.
The researchers used data collected from 464 outpatients with surgical and nonsurgical musculoskeletal disorders and found that 5.6 percent of patients in the low probability group had PDVT compared with 14.1 percent in the moderate probability group and 47.4 percent in the high probability group.
In the second study, Dr. Riddle and his colleagues surveyed a nationally representative random sample of 676 orthopedists. The orthopedists were asked to estimate the probability of PDVT among six hypothetical clinical vignettes using defined criteria. For the moderate and high risk vignettes, orthopedists' planned diagnostic tests agreed with the gold standard (clinical decision rule and evidence-based diagnostic test recommendations) about 70 percent of the time. The researchers conclude that orthopedists could probably improve their diagnosis of PDVT by applying the clinical decision rule and current evidence on use of diagnostic tests.
More The intervention group completed a computerized touch screen assessment that included questions about receipt of recommended procedures such as foot examinations and dilated eye exams, as well as five laboratory assessments and four patient-centered activities such as self-monitoring of blood glucose. Patients were also asked about smoking, exercise, and eating patterns and received feedback on each of these. They next selected a behavior change goal in the area of smoking, eating, or exercise. The program generated a self-management action plan, which was also printed out for the doctor and care manager.
Patients in the control group completed a computer assessment and received a printout on general health risk reduction. They did not have a care manager. More than half of patients (from 58 to 99 percent) were already receiving recommended services. Despite this high initial level of care, the intervention group received rates of care averaging 17 percent higher than the control group, with greatest differences in medical nutrition therapy, self-management goal setting, Another AHRQ-supported study on the costs of care for adult diabetes patients found that coronary heart disease, hypertension, and depression disorders among these patients more strongly predict future care costs than blood sugar levels. For more details, see Gilmer, T.P., O'Connor, P.J., Rush, W.A., and others. (2005, January) . "Predictors of health care costs in adults with diabetes." (AHRQ grant HS09946). Diabetes Care 28(1), pp. 59-64. I R apid detection of illnesses due to bioterrorism such as inhalational anthrax and emerging infections such as severe acute respiratory syndrome (SARS) can be aided by use of e-mail surveillance within practice-based research networks (PBRNs), according to a recent study supported in part by the Agency for Healthcare Research and Quality (HS13494). An e-mail to physicians in a PBRN substantially reduced the time to diagnosis of hypothetical cases of infectious disease.
A speedy response is critical in disease outbreaks that demand quick diagnosis and action, note University of Wisconsin researchers, Jonathan L. Temte, M.D., Ph.D., and Anna Lisa Anderson, B.S. They compared responses to a mailed survey from a nationwide random sample of family physicians with responses to an e-mail to 55 physician members of the Wisconsin Research Network (WreN), a regional PBRN. The survey consisted of three case vignettes randomly drawn from a set describing 11 patients with inhalational anthrax, 2 with influenza A, and 1 with Legionella pneumonia. Physicians responded to four yes-or-no case management questions for each case.
Response rates were similar for the two groups, but PBRN e-mail substantially reduced the median response time (from 28 days for mailed surveys to 2 days for the e-mail group). There were no differences in case diagnoses or case management between the two groups of physicians, and the initial management of the hypothetical inhalational anthrax cases was quite good. The authors conclude that electronic means of diagnosing rare infectious diseases of national significance is feasible within PBRNs.
See "Rapid assessment of agents of biological terrorism: Defining the differential diagnosis of inhalational anthrax using electronic communication in a practice-based research network," by Dr. Use of computerized simulation models can help communities plan an effective response to bioterrorism E xpert groups suggest that clinicians discuss use of tamoxifen to prevent breast cancer with women most likely to benefit from the drug. Only a few women visiting primary care doctors are potentially eligible for tamoxifen treatment, that is, they are at high risk of breast cancer but have a low risk of problems from tamoxifen, according to a recent study. Tamoxifen is a selective estrogen receptor modulator that has been shown to reduce the incidence of breast cancer. However, it has also been shown to increase the risk of endometrial cancer, blood clots, and stroke, particularly in women older than age 50.
Researchers at the RTI-University of North Carolina Evidence-based Practice Center, which is supported by the Agency for Healthcare , examined responses of 605 women (40 to 69 years of age) to questionnaires they completed in the waiting rooms of 10 general internal medicine practices in North Carolina in 2001. The researchers used a model of breast cancer risk to determine the proportion of women who were potentially eligible for tamoxifen chemoprevention and the proportion of breast cancers that could be prevented.
Estimated breast cancer risks were higher for white women in all age groups compared with black women in the same age group. Among white women, 9 percent of women in their 40s, 24 percent of women in their 50s, and 53 percent of women in their 60s had a 5-year estimated breast cancer risk of 1.66 percent or greater (considered high risk). Among black women, 3 percent in their 40s, 7 percent in their 50s, and 13 percent in their 60s had a similar risk. When adverse events from tamoxifen were considered in white women, 10 percent or fewer were potentially eligible to take the drug. If all of these women adhered to tamoxifen use for 5 years, a maximum of 6.0-8.3 percent of invasive cancers would be prevented over the next 5 years.
See "Breast cancer risk in primary care: Implications for chemoprevention," by Carmen I. (HT) in women with an intact uterus was stopped after an average of 5 years because the risks associated with the use of HT (breast cancer, coronary heart disease, and stroke) were found to outweigh the benefits.
Researchers
By December 31, 2002, 5 months after the trial results were published (July 9, 2002), 46 percent fewer women were taking EPT compared with the average proportion of women using EPT 2 years before the results were published (a decline from 14.6 percent to 7.9 percent). ET use declined by 28 percent during the same period (from 12.6 percent to 9.1 percent).
These Along with the decline in EPT use following published trial results, there was an immediate decrease in the proportion of women beginning EPT and ET, from 0.4 percent and 0.3 percent at baseline, respectively, to 0.2 percent for both groups at followup. A striking finding was the high discontinuation rates among ET users despite the fact that the ET portion of the WHI trial (for women who had undergone hysterectomies) was ongoing during the study period. The ET portion of the trial was stopped on Editor's note: Another AHRQsupported study on a related topic found that the prevalence of hormone replacement therapy among Medicaid-insured women aged 50 and older in all racial groups also decreased significantly following release of the WHI study findings. For more details, see Hillman, J.J., Zuckerman, I.H., and Lee, E. (2004) . "The impact of the Women's Health Initiative on hormone replacement therapy in a Medicaid program." (AHRQ grant HS11673). Journal of Women's Health 13(9), pp. 986-992. I Use of hormone replacement therapy plummeted after publication of findings from the Women's Health Initiative trial J ust over half (53 percent) of all U.S. patients treated for high blood pressure (hypertension) have their blood pressure under control. The rates of blood pressure control are significantly lower among non-Hispanic black and Latino patients being treated for hypertension-less than 45 percent of these patients have their blood pressure controlled. They generally understand and agree that certain foods and food additives play an important role in causing hypertension, but they also find clinicianrecommended diets expensive, an unwelcome departure from traditional and preferred diets, and socially isolating.
These attitudes were revealed during discussions that took place in focus groups involving 88 black and Latino patients with hypertension. Findings from this study suggest the importance of culturally sensitive approaches to dietary improvements, according to Carol R. Horowitz, M.D., M.P.H., of Mount Sinai School of Medicine. Dr. Horowitz and her colleagues conducted nine focus groups involving blacks (four groups) and Latinos (five groups) treated at hospitals serving East and Central Harlem. These are poor neighborhoods that have high rates of obesity and mortality.
Focus group participants acknowledged that salt, pork, preservatives, additives, and overeating contributed to hypertension. They also agreed that dietary changes such as avoiding fat, pork, Chinese 
Blacks and Latinos with hypertension have trouble adhering to recommended diets
A n estimated 3 to 11 percent of pregnant women suffer from major depression at some time during their pregnancy. More recent studies show that this problem may be even more common during the last 2 months of pregnancy. Yet antidepressant therapy is not recommended for pregnant women because antidepressants may harm the fetus. Acupuncture may provide pregnant women with a safe alternative, suggests a new pilot study.
Pregnant women with depression who received acupuncture tailored for depressive symptoms got more relief than women who received nonspecific acupuncture or massage. Furthermore, women who responded to any treatment reported significantly less depression at 10 weeks postpartum, according to the study which was supported by the Agency for Healthcare Research and Quality (HS09988).
Rachel Manber, Ph.D., of Stanford University, and her colleagues randomly assigned 61 pregnant women with nonpsychotic major depressive disorder to one of three treatments: active acupuncture that specifically addressed depression symptoms (SPEC), a valid control acupuncture that did not specifically address depression symptoms (NSPEC), and massage. Acute phase treatments lasted 8 weeks and included 16 20-25-minute sessions. Responders (50 percent or greater reduction in depression symptoms from baseline) continued treatment biweekly until delivery and weekly for 8 weeks after delivery. Neither acupuncturists nor patients knew which treatment was being tested.
Overall, 69 percent of the women responded to the acupuncture specific for depression, a rate comparable to the 50 to 70 percent response rates in clinical trials of standard depression treatments. Response rates were significantly lower for massage (32 percent) and control acupuncture (47 percent).
Also, the reduction in depression symptom scores following 8 weeks of specific acupuncture (from 21.5 to 9.6) was similar to that observed following 8 weeks of treatment with antidepressants (from 20.3 to 14.8) or cognitive therapy (from 20.6 to 15.7) in another study of a mixed (male-female) sample of depressed patients.
See "Acupuncture: A promising treatment for depression during pregnancy," by Dr. food, alcohol, and large quantities of foods, as well as eating more garlic, fruits, and vegetables and drinking more water can reduce blood pressure. However, they were discouraged that dietary changes might not eliminate the need for medications, and they often felt the perceived sacrifice in quality of life was not worth it.
Participants also noted that it was expensive to cook differently for themselves than they did for other family members, and it was difficult to forego traditional and preferred foods. The researchers recommend that clinicians who ask hypertensive patients to change their diet should also ask about patient-centered barriers to healthy diets and be sensitive to the cultural, economic, and social realities of their patients. This study was supported in part by the Agency for Healthcare Research and Quality (HS10859 In New Jersey, blacks had 9 percent fewer outpatient visits and 15 percent more hospitalizations than whites. In Georgia, blacks had 47 percent more outpatient visits and 19 percent fewer hospitalizations than whites. In California, there was no significant difference between blacks and whites in outpatient visits, but blacks had 18 percent more hospitalizations. There was little difference in emergency department (ED) use between blacks and whites across all three States.
In New Jersey, Hispanics had 14 percent more outpatient visits than whites, but there was no significant difference in hospitalizations. Yet, Hispanics in California had 12 percent fewer outpatient visits and 9 percent more hospitalizations than whites. Hispanic patients had 21 percent and 32 percent fewer ED visits than whites in New Jersey and California, respectively.
Patient risk factors did not explain these racial/ethnic differences in health care use. Also, since all Medicaid recipients are poor, racial/ethnic differences in financial resources are unlikely to explain these findings.
See N ational vital event data published by the Indian Health Service (IHS) prior to the early 1990s suggest that cardiovascular disease (CVD) mortality rates (for example, for heart attack and stroke) are lower for American Indians and Alaska Natives (AIAN). This finding is somewhat puzzling, given that American Indians have for years had some of the Nation's highest rates of major CVD risk factors, such as smoking, diabetes, and obesity.
In a recent study, Dorothy A. Rhoades, M.D., M.P.H., of the University of Colorado Health Sciences Center, adjusted for racial misclassification in the IHS data (something that was not done by the IHS until the early 1990s) and concluded quite the opposite. She found that AIAN have higher CVD mortality rates than the rest of the U.S. population, and these rates may have been higher for more than a decade.
Furthermore, CVD mortality is increasing among AIAN but decreasing in the general population widening a previously unrecognized disparity, notes Dr. Rhoades. She used IHS vital event data to compare trends in CVD mortality from 1989-1991 to 1996-1998 among three U.S. population groups: AIAN, all races, and whites.
After adjusting for age and racial misclassification, by 1996-1998, the number of CVD deaths per 100,000 among AIAN was 195.9 compared with 166.1 and 159.1 for all races and whites, respectively. The annual percent change in CVD mortality for AIAN was 0.5, a slight increase, compared with -1.8, a decline, in the other groups. The most striking and widening disparities were found for middle-aged AIAN, but CVD mortality among elderly AIAN was lower than in the other groups. Efforts to reduce CVD mortality in AIAN must begin before the onset of middle age, concludes Dr. Rhoades. Her work was supported in part by the Agency for Healthcare Research and Quality (HS10854 Minority parents were less likely than white parents to install stair gates or cabinet safety locks or to lower the temperature setting on hot water heaters to reduce the risk of children getting burned by scalding water. Minority children were also less likely to go to bed at the same time each day, and Hispanic children were less likely to have a consistent daily nap time. Minority parents also were much less likely than white parents to read daily to their children, and they had fewer children's books at home-less than 30 books in black homes and less than 20 books in Hispanic homes, compared with an average of 83 children's books per white household. Black children also averaged 1 more hour of daily television watching than other children.
Pediatric providers may be able to reduce some of these disparities by educating black and Hispanic Elderly Health/Long-Term Care A new study shows that Medicare patients with chronic kidney disease (CKD) who had a heart attack underwent coronary angiography at onehalf the rate of similar individuals with normal or near-normal kidney function. Coronary angiography is an invasive imaging test used to diagnose the extent of heart damage. By conventional criteria, the procedure was just as appropriate for these CKD patients as it was for non-CKD patients. However, physicians are often reluctant to offer the procedure to patients aged 65 and older who have CKD because they perceive these patients to be at higher risk of nephrotoxicity (kidney toxicity that can lead to end-stage kidney disease) due to radiocontrast media that is introduced by catheter into patients during angiographic imaging.
According to the researchers, receipt of coronary angiography by CKD patients who were considered appropriate candidates for the procedure would reduce their odds of death by 42 percent. Thus, concern about the risks of kidney damage should not dissuade doctors from offering appropriate heart attack patients coronary angiography, notes lead investigator Glenn M. Chertow, M.D., M.P.H., of the University of California, San Francisco. The study was supported in part by the Agency for Healthcare Research and Quality (HS06503).
The researchers classified individuals aged 65 and older with heart attack from the Cooperative Cardiovascular Project by the presence or absence of CKD. They compared use of coronary angiography among CKD and non-CKD patients and the effects of the procedure on death.
Mortality was significantly higher for patients with CKD (53 vs. 26 percent). Fewer patients with CKD underwent coronary angiography (25 vs. 47 percent). Yet, the risk of death was reduced by 42 percent for those who underwent the procedure compared with those who did not. The results of this study suggest that the relative use of angiography in individuals with CKD is inappropriately low and probably not justified.
See Use of potentially inappropriate medications in patients aged 65 and older continues to be widespread E ach year, 4 to 5 of every 100 nursing home residents suffer a hip fracture, usually due to osteoporosis which is characterized by a decrease in bone mass and density that makes bones fragile. Nursing home adherence to osteoporosis care guidelines has the potential to reduce fractures in this frail population. However, there are several barriers to adoption of guideline-recommended care, according to a recent study. The study was supported in part by the Agency for Healthcare Research and Quality through the Centers for Education and Research on Therapeutics (CERTs) initiative (HS10389) and led by Kenneth Saag, M.D., M.Sc., of the University of Alabama at Birmingham CERT.
Current guidelines recommend bone density measurement and treatment of patients at high risk of osteoporotic fractures. Treatment includes calcium and vitamin D supplementation, antiresorptive therapy (for example, bisphosphonates) for selected individuals, as well as use of fall reduction strategies and external hip protectors.
As the first step in a multi-state quality improvement initiative, Dr. Saag and his colleagues analyzed survey responses from a random national sample comprising 1,084 medical directors and directors of nursing at skilled nursing facilities about their perceptions of barriers to guideline-recommended osteoporosis care. Survey respondents strongly agreed that fractures are a problem in their facilities and that osteoporosis guidelines are useful and cost-beneficial.
At least 40 percent of survey respondents identified multiple patient health problems, reimbursement issues, length of stay, and regulatory oversight as barriers to providing osteoporosis care. Many also felt that patient reluctance to wear hip protectors was a potential barrier. Respondents did not believe that patient and family acceptance of testing and therapy, testing availability, staff time, staff self-efficacy, or concerns about bisphosphonate safety were barriers to osteoporosis care. Study cites several barriers to adoption of guidelinerecommended osteoporosis care for frail nursing home residents P arents who arrive at the emergency department (ED) seeking care for a child with asthma who is gasping for breath clearly need help controlling their child's asthma. An asthma kiosk in the ED may be useful, according to a study supported in part by the Agency for Healthcare Research and Quality (K08 HS11660).
The kiosk developed and tested in this study includes an interactive computer program that queries parents about the child's asthma symptoms and current medications and links parents to recommended guidelines for controlling asthma. Parents can complete the kiosk task in 11 minutes while waiting in the ED, and they can use its printed child-specific care recommendations to discuss their child's asthma with the ED health care provider.
The kiosk output module presents a health message to the parent organized in four sections: about your child, what your child needs, how the doctors and nurses can help, and how you can help your child. A printed copy of the patient-specific action plan is both a targeted summary and a "to do" list. For example, the written asthma plan includes use of a peak flow meter to monitor asthma and the child's response to medication. The action plan also serves as a template for ED providers to review important and clinically relevant data with the parent, according to lead investigator Stephen C. Porter, M.D., M.P.H., of Children's Hospital, Boston.
Dr. Porter and his colleagues tested three prototypes of the asthma kiosk over 8 months. They recruited 66 parents of children with asthma who brought their child to the pediatric ED of an urban hospital. The parents used the asthma kiosk while in the ED and completed a questionnaire about their demographics and feelings about kiosk use. Overall, 95 percent of parents agreed that entering data at the kiosk was a good use of their time. Also, 88 percent agreed that a parent could enter information using the kiosk "as well as a doctor or nurse could," with most finding it as easy to use as a bank ATM. A new study shows that in 2000, CSHCN had three times the health care expenditures of other children ($2,099 vs. $628). Although CSHCN account for less than 16 percent of U.S. children, they accounted for 52.5 percent of children's hospital days in 2000. In addition, CSHCN accounted for 42 percent of total medical care costs (excluding dental costs) and 34 percent of total health care costs (including dental costs) attributed to children in 2000.
CSHCN used five times as many prescription medications per year and used substantially more home health provider days than other children. Insurance plays an important protective role for families of CSHCN, but it provides incomplete protection, with impoverished families of CSHCN bearing the greatest financial burden. On average, outof-pocket expenses for CSHCN were about twice those of other children. Families of CSHCN experiencing high out-of-pocket expenses (exceeding 5 percent of family income) were much more likely to be from impoverished households than from nonpoor households.
Given that out-of-pocket expenses for CSHCN are much higher than other children, wrap-around insurance policies that improve financial protection for services like ambulatory care, prescription medications, and dental care would be of great value to families of CSHCN, suggests Paul W. Editor's note: Another AHRQ-supported study on a related topic shows that urban community stressorssuch as unemployment, violence, and poverty-may contribute to behavioral and emotional problems among CSHCN. For more details, see Jaffee, K.D., Liu, G.C., Canty-Mitchell, J. and others. (2005, January) . "Race, urban community stressors, and behavioral and emotional problems of children with special health care needs." (AHRQ grant HS10453). Psychiatric Services 56(1), pp. 63-69. I Children with special health care needs generally use more health services and have higher costs than other children A n estimated 1.6 million homeless young people roam U.S. streets each year. The realities of street life-including substance use, survival sex, lack of safe shelter, and need for basic hygieneplace homeless youths at high risk for health problems ranging from sexually transmitted diseases and unintended pregnancies to depression, injuries, and malnutrition. A recent study by University of Washington researchers, Josephine Ensign, Dr.P.H., and Michelle Bell, Ph.D., detailed the illness experiences of homeless youths in Seattle, WA. Their study was supported by the Agency for Healthcare Research and Quality (HS11414).
Drs. Ensign and Bell interviewed 45 homeless youths aged 15 to 23 years visiting a free clinic for homeless youths (clinic-based youths) or mobile medical vans in two street settings (street-based youths). Compared with clinic-based youths, streetbased youths reported longer and more entrenched homelessness, more illnesses related to drug use, increased reliance on the emergency department (ED) for health care, and less use of emergency shelters. Street-based youths also tended to come from childhoods of more poverty and disruption and to have traveled farther from their hometowns.
Interviews with street youths revealed that if the medical van were not available, most of them would ignore their health concerns until illness forced them to go to a local ED. Many did not appear ready to access other primary health care due to their substance use and chaotic lifestyles. However, some others did Compared with the non-working poor/TANF group, children of the working poor were more likely to be Latino and less likely to be black or Asian, more likely to be undocumented (and thus unable to qualify for Medi-Cal or Healthy Families), and to live in two-parent or larger households. Even after adjusting for other factors, children from working poor families were nearly three times as likely to be uninsured as children from nonworking poor/TANF families, and they were nearly four times as likely to be uninsured as nonpoor children. Children from working poor families were also more than twice as likely as nonpoor children to have their insurance coverage disrupted.
Disparities in access to and use of care among children of the working poor narrowed considerably (except for dental care) after controlling for insurance coverage. These findings attest to the importance of continuing efforts to expand health insurance coverage of the working poor.
See F rom 6 to 30 percent of HIV-infected patients treated with antiretroviral therapy (ART) develop significantly increased blood levels of liver enzymes, an indicator of liver toxicity. In some studies, high-dose ritonavir (RTV) has been associated with an increased risk of liver toxicity compared with other antiretroviral regimens. However, RTV is no longer recommended as first-line treatment and is increasingly being co-administered at lower doses with other protease inhibitors (PIs).
Used this way, RTV-boosted ART (lopinavir, indinavir, and saquinavir) is not associated with significantly increased risk of liver toxicity over unboosted PI-based ART (indinavir, nalfinavir) among HIV-infected patients coinfected or uninfected with hepatitis C virus. Thus, other medication-related factors, for example, medication efficacy and non-liver toxicity, should guide individual treatment decisions,
Researchers examine effects of antiretroviral therapy on increases in serum liver enzymes in HIV-infected patients continued on page 21
M ore than one-third (36 percent) of HIV-infected parents fear transmitting HIV to their children, and 42 percent fear catching an infection from their children, according to a recent study. These fears, which seemed to be based on the faulty notion that saliva could transmit HIV, limited some parent-child interactions, particularly among Spanish-speaking Hispanic parents. For example, parents rarely withheld interactions that did not involve the potential exchange of saliva, such as hugging and kissing on the cheeks. However, more than one-quarter of parents restricted interactions involving potential saliva exchange such as kissing on the lips and sharing eating utensils.
Clearly more works needs to be done to reassure parents about the limited transmissibility of HIV, note the researchers. For their study, which was supported in part by the Agency for Healthcare Research and Quality (HS08578), they conducted in-person interviews with 344 parents who participated in the HIV Cost and Services Utilization Study, a nationally representative sample of adults receiving health care for HIV in the United States.
Overall, 25 percent of parents avoided interactions with their child "a lot" due to fear of passing HIV to their child; 18.8 percent avoided kissing their child on the lips, 14.5 percent avoided sharing utensils, 1.3 percent avoided hugging their child, and 1.1 percent avoided kissing their child on the cheek. Avoidance was especially prevalent among parents interviewed in Spanish (78 percent) vs. English (23 percent). Also, 19 percent of parents avoided interactions with their children "a lot" for fear of catching an infection, including kissing on the lips (16 percent) sharing utensils (13 percent), hugging (0.9 percent), and kissing on the cheek (0.8 percent). Overall, 58 percent of parents reported some contact avoidance (either a little or a lot) due to these fears. In a study that was supported in part by the Agency for Healthcare Research and Quality (HS07809), the researchers compared the incidence of liver enzyme elevations before and during ART among 1,161 HIVinfected adults (with and without hepatitis B and/or C coinfection). The subjects-who had never previously been treated with PIs-received RTV-boosted and unboosted PI-based ART.
The incidence of severe liver toxicity (elevations of three to more than five times the pretreatment liver enzyme levels) was: nelfinavir, 11 percent; lopinavir/RTV (200 mg/day), 9 percent; indinavir, 13 percent; indinavir/RTV (200-400 mg/day), 12.8 percent; and saquinavir/RTV (800 mg/day), 17.2 percent. The risk of liver toxicity was significantly greater among individuals who had chronic viral hepatitis. However, the majority of HCV-infected patients taking PI-based ART did not develop significant liver toxicity.
See "Hepatotoxicity associated with protease inhibitor-based antiretroviral regimens with or without concurrent ritonavir," by Mark S. Sulkowski A possible explanation for this is that current systems for referring high-risk patients to high-volume regional centers are only partially effective, suggest researchers from the University of Michigan Health System and the VA Medical Center in Ann Arbor. In their study, 38 percent of patients at the 80th percentile for risk underwent CABG at a low-volume hospital compared with 28 percent at the 20th percentile for risk.
The researchers used clinical data on 27,355 adults who underwent CABG at 68 hospitals in California between 1997 and 1998. They divided hospitals into low-, medium-, and high-volume categories on the basis of tertiles of annual CABG volume. After adjusting for expected surgical risk and other factors, differences in inpatient mortality rates between low-and high-volume centers rose as the expected patient risk of inhospital death increased: 0.8 percent vs. 0.4 percent at the 20th risk percentile and 3.8 percent vs. 2.5 percent at the 80th risk percentile. The likelihood of patients having surgery at a lowvolume center also rose significantly with expected surgical risk. Patients at the 80th risk percentile had 29 percent greater relative risk of undergoing CABG at a low-volume center than patients at the 20th risk percentile.
More details are in "Impact of patient risk on the hospital volumeoutcome relationship in coronary artery bypass grafting," by Brahmajee K. Nallamothu, M.D., Recently hospitalized individuals are more likely to have bloodstream infections that are drug-resistant I ncreasing registered nurse (RN) staffing seems to improve quality of care at hospitals that are at lower levels of RN staffing when the hospitals are located in markets with high HMO penetration (greater than 27.9 percent), according to a recent study supported by the Agency for Healthcare Research and Quality (HS10153). Increases in RN staffing at these hospitals were associated with fewer actual than expected in-hospital deaths (lower mortality ratio) and shorter actual than expected length of stay (lower LOS ratio). However, this was not the case for hospitals in low HMO penetration markets (less than 7.5 percent).
These findings suggest that nurse staffing decisions should be responsive to local conditions, notes Barbara A. Mark, R.N., Ph.D., F.A.A.N., of the University of North Carolina School of Nursing. Dr. Mark and her colleagues analyzed 1990-1995 data on 422 acute care hospitals in 11 states from the Healthcare Cost and Utilization Project Nationwide Inpatient Sample and other data sources on nurse staffing. They examined whether managed care penetration in a hospital's market had an effect on the relationship between nurse staffing and quality at these hospitals.
After controlling for hospitalfixed effects, increasing nurse staffing significantly reduced the mortality ratio at hospitals with lower levels of RN staffing (the 25th percentile of nurse staffing) in high HMO penetration markets. However, the benefit diminished for hospitals with more nurses, with a non-significant but still negative effect at the 50th percentile and no effect at the 75th percentile of nurse staffing. Increases in RN staffing significantly reduced the LOS ratio at both the 25th and 50th percentiles of nurse staffing, with the effect at the 75th percentile still negative but not significant. In contrast, none of the estimation methods showed a significant effect of nurse staffing on mortality or LOS ratios for hospitals in low HMO penetration markets. More than 80 percent of the hospital leaders felt the names of both the hospital and involved staff members should be kept confidential. However, respondents from States with mandatory, non-confidential systems already in place were more willing to have hospital names released. Over 90 percent of survey respondents said their hospital would report serious injuries to their State hospital licensing agencies but far fewer would report moderate or minor injuries. However, the hospital leaders surveyed generally did favor disclosing patient safety incidents to involved patients.
HMO penetration in a hospital
According to the authors, the findings will help determine how better to work with hospitals to encourage reporting of adverse events as recommended by the 1999 Institute of Medicine report, To Err is Human, and to foster honest, open discussion between hospital representatives and patients when an unanticipated outcome occurs during hospital care. 
T he Agency for Healthcare
Research and Quality convened its first national "summit" meeting on U.S. health care quality April 4 in Washington, DC. The summit brought together some 250 health leaders to look toward new ways for achieving better quality of care for America's patients.
The summit followed the release earlier this year of AHRQ's second annual National Healthcare Quality Report and the companion National Healthcare Disparities Report. The two reports, which examine 179 different quality-related measures, are the most extensive assessment of quality of care ever undertaken.
The reports reveal substantial gaps in health care quality throughout the country. For specific measures, patients in leading States receive care at a quality level that is AHRQ-sponsored "Summit" brings together health care leaders to consider next steps in improving health care quality continued on page 24
AHRQ-sponsored summit continued from page 23
as much as 10 times higher than the care provided in the lowestperforming States. Although quality improved overall compared with last year's report, the rate of improvement was only 2.8 percent. Very large disparities in care also persisted, based on race, ethnicity, and income.
Participants at the summit concluded that an important start had been made as a result of regular quality measurements like the AHRQ reports. However, they also agreed that quality improvement is moving too slowly.
In her address to the summit, AHRQ Director Carolyn M. Clancy, M.D., described the state of health care quality in America as stubbornly short of where we want it to be, agonizingly short of where we know it could be, and still slow and sporadic in making improvements. Dr. Clancy issued a "quality challenge," calling for a new health care culture based on measuring quality of care in every health care setting and making quality comparisons public. She also reminded participants that health care providers need to learn from one another's successes, a primary purpose of the summit. For instance, the 2004 National Survey on Consumers' Experiences with Patient Safety and Quality Information, which was sponsored by Kaiser, AHRQ, and Harvard, revealed that despite 5 years of focused attention on health care safety, the American public does not feel safer. More than half (55 percent) surveyed said that they are currently dissatisfied with the quality of health care in this country compared with 44 percent 4 years ago. Indeed, 40 percent of respondents said that they believe the quality of care has "gotten worse."
Policymakers, health care professionals, and the public disagree about which medical errors should be publicly reported and what systemwide steps are needed to prevent avoidable harm, note the authors. For instance, physicians see just two approaches as very effective in reducing errors: requiring hospitals to develop systems to avoid medical errors (55 percent) and increasing the number of hospital nurses (51 percent). Fewer physicians agree that it would be effective to limit certain high-risk procedures to highDespite promising efforts over the past 5 years to improve patient safety, the American public does not feel safer The four volumes contain information on virtually every dimension of the patient safety field, including new research findings on medication safety, technology, investigative approaches to better treatment, process analyses, human factors, and practical tools for preventing medical errors and harm. The compendium features emerging lessons from clinical studies, presents cutting-edge technologies such as simulation tools for surgery training, and discusses the effects of change on dynamic systems of care and national and regulatory issues.
Each of the volumes begins with a commentary from a patient safety expert who addresses questions and topics that range from whether patients are safer today than when the Institute of Medicine highlighted the problem of medical errors in 1999, the merits and challenges of a systems approach to health care safety, the challenges associated with implementing safe practices, and the scope of the programs, tools, and products needed to improve safety in a variety of settings, along with their potential barriers to success. Findings from the 2004 survey, which involved more than 2,000 adults across the Nation, also underscore the importance of research on health information technology (health IT). About one-third of those surveyed said that they or a family member had created their own set of medical records to ensure that their health care providers had all of their medical information. Also, more than half of those surveyed felt that having computerized medical records and using computerized systems for ordering drugs and medical tests would be very effective in reducing errors.
As Dr. Clancy points out, health IT has great potential to improve patient safety and reduce medical errors. AHRQ is supporting a substantial research effort to further our understanding of health IT and its integration into everyday health care. In September 2004, AHRQ awarded $139 million in contracts and grants to promote the use of health IT through the development of networks for sharing clinical data, as well as projects for planning, implementing, and demonstrating the value of health IT. Go to www.ahrq.gov/research/ hitfact.htm to find out more about AHRQ's health IT initiative.
For details of the article by Drs. Altman, Clancy, and Blendon, see "Improving patient safety -five years after the IOM report," in the 
Announcements
I n a major step toward improving the quality of the U.S. health care system, a broad-based coalition of health care agencies and organizations-the Ambulatory Care Quality Alliance (AQA)-has selected a "starter set" of 26 clinical performance measures for the ambulatory care setting. The starter set of measures is intended to provide clinicians, consumers, and purchasers with a set of quality indicators that may be used for quality improvement, public reporting, and pay-for-performance programs.
The AQA, initially convened by the American Academy of Family Physicians, the American College of Physicians, America's Health Insurance Plans, and the Agency for Healthcare Research and Quality, consists of a large body of stakeholders that represent clinicians, consumers, purchasers, health plans and others. The mission of the AQA is "to improve health care quality and patient safety through a collaborative process in which key stakeholders agree on a strategy for measuring, reporting, and improving performance at the physician level." A secondary aim of the AQA is to promote uniformity in order to provide consumers and purchasers with consistent information and to reduce the burden on providers.
The uniform starter set comprises prevention measures for cancer screening and vaccinations; measures for chronic conditions including coronary artery disease, heart failure, diabetes, asthma, depression, and prenatal care; and, two efficiency measures that address overuse and misuse. Except for the two efficiency metrics, the AQA limited its review to those measures that are currently under review by the National Quality Forum. The starter set represents an initial set of measures that physicians may use to collect the data and report their performance.
The measures in the starter set will lead to a uniform set of measures for ambulatory care that can focus quality efforts and give consumers the data they need to make more informed health care decisions. The starter set of measures may be incorporated into performance-based payments as early as next year. This approach is similar to the Hospital Quality Alliance that has involved a broad array of stakeholders with the goal of producing a standardized set of measures for inpatient care.
The AQA intends to invite additional provider, purchaser and consumer groups to join steering its committee. The AQA calls on employers and health plans to endorse this effort and to use the starter set to improve quality of care in the ambulatory setting.
The starter set of measures and background information are available online. Go to www.ahrq.gov/qual/aqaback/htm for background information and www.ahrq.gov/qual/measurix.htm to access the measures. I AHRQ announces a major step in improving quality of care safe and effective care. It includes articles on state-of-the-art detection and tracking systems, interventions that address adverse drug events, building a culture of safety within institutions, the importance of teamwork, safety in different locales, the role of technology, and the role of national and State policy. Volume 2 covers concepts and methodology and examines complex systems of care used to treat patients. Such considerations are enabling many in health care to move beyond the old "name, blame, and shame" approach to improving safety to a more effective focus on human factors engineering and the systems within which health care professionals work. This volume presents research examining adverse event classification techniques, caregiver-device interaction issues, system and process analyses, and practice and procedural redesign.
Volume 3 covers implementation issues, identifying both barriers to diffusion of patient safety improvements in health care and approaches for producing cultural change. This volume examines health information technology's promises and limitations, interventions for improving patient outcomes, hospital staff consensus building, and reporting reluctance and liability concerns.
Volume 4 showcases programs and products, screening tools and process simulators, communication education initiatives, safety climate and attitude surveys, and improved training models for new providers. The articles reflect the array of health care settings in which safety efforts are underway, from hospitals to nursing homes to outpatient surgery to other community settings.
Advances in The free pocket guide gives nurses easy access to information based on the "5 As" approach to cessation intervention: Ask, Advise, Assess, Assist, and Arrange. It also includes a current listing of smoking cessation medications approved by the Food and Drug Administration and a referral to HHS' National Quitline, 1-800-QUIT NOW.
Smoking causes more than 440,000 deaths each year. About 70 percent of adult smokers report that they would like to quit, but only half of all smokers who see a health care professional have ever been urged to quit.
Studies have shown that the Nation's 3 million nurses-the largest group of clinicians in the countryare very effective in helping people stop smoking. Because of their sheer numbers and the public trust, nurses are in a unique position to assist patients with smoking cessation, according to experts. New expert panel report examines standards of care during mass casualty events T he Agency for Healthcare Research and Quality recently released evidence reports and summaries on the incidence of depression during and soon after pregnancy, the routine use of episiotomy in uncomplicated births, and four other topics, as well as a technical review on quality improvement for hypertension care.
The reports were prepared by Evidence-based Practice Centers (EPCs) supported by AHRQ. There are 13 AHRQ-supported EPCs. They systematically review the relevant scientific literature on topics assigned to them by AHRQ and conduct additional analyses when appropriate prior to developing their reports and assessments.
The goal is to inform health plans, providers, purchasers, and the health care system as a whole by providing essential information to improve health care quality. All of AHRQ's EPC reports, as well as several technical reviews, that have been published to date are available online and through the AHRQ clearinghouse. Visit the AHRQ Web site at www.ahrq.gov and click on "Clinical Information" or see the back cover of Research Activities for ordering information.
Perinatal Depression: Prevalence, Screening, Accuracy, and Screening Outcomes. Evidence Report/Technology Assessment No. 119 (AHRQ Publication Nos. 05-E006-1, summary and 05-E006-2, full report)*.
According to this new evidence report, depression is as common in women while they are pregnant as it is after they give birth. Health care providers and patients may fail to recognize depression during pregnancy because signs of depression like tiredness, problems with sleeping, emotional changes, and weight gain may also occur with pregnancy.
The report was prepared by AHRQ's RTI InternationalUniversity of North Carolina EPC in Chapel Hill (contract 290-02-0016). The researchers conducted an extensive evidence review and found that roughly 5 percent (or 1 in 20) of American women who are pregnant or have given birth in the past 12 months are suffering from major depression. When episodes of major and minor depression are combined, as many as 13 percent of women experience depression. Perinatal depression is defined in the report as occurring during pregnancy and up to 12 months after childbirth.
Major depression lasts 2 weeks or longer and is accompanied by five or more symptoms that substantially impair a person's ability to fully carry out normal, everyday activities. Minor depression is impairing but less severe than major depression and is accompanied by fewer symptoms.
Factors contributing to depression during or after pregnancy include personal or family history of depression or substance abuse, anxiety about the unborn child, problems with previous pregnancy or birth, and marital or financial problems. Additional factors contributing to depression after childbirth may include a sharp change in hormone levels, feeling tired and not getting enough sleep, doubts about being a good parent, and changes in work and home routines.
According to the report, psychotherapy and/or antidepressants can be effective treatments for women with perinatal depression, but there are only a few high-quality studies to support this treatment claim. The report suggests that women who are pregnant or breastfeeding talk with their doctors about the advantages and risks of taking antidepressants.
The evidence review also looked at the accuracy of screening instruments. Despite limited research on the topic, the available evidence suggests that screening instruments can identify perinatal depression but are more accurate at identifying major depression. Whether used for major or minor depression, tests are relatively accurate in identifying women who do not have depression but are less precise in identifying those who do.
Due to the small number of available studies, the researchers were unable to determine whether screening ultimately improves patient outcomes. However, the available research suggests that providing psychosocial support to pregnant and postpartum women with depression may decrease symptoms.
T he Agency for Healthcare Research and Quality provides support for a variety of research training programs, including intramural and extramural predoctoral and postdoctoral education, research infrastructure, and career development grants. In addition. AHRQ supports the development of health services research infrastructure in emerging centers of excellence and works with Federal and academic partners to develop innovative curricula and educational models.
AHRQ provides 3 to 5 years of support for Independent Scientist Awards and Mentored Clinical Scientist Development Awards. Applications for these programs are accepted February 1, June 1, and October 1, annually. Examples of career development projects currently in progress are presented here. For more information on AHRQ-supported research training programs, including information on eligibility requirements and how to apply, visit the AHRQ Web site at www.ahrq.gov and click on "Funding Opportunities."
Independent Scientist Awards (KO2)
Independent Scientist Awards (K02 projects) are intended to foster the development of promising new investigators in the field. Individual awards support newly independent scientists who can demonstrate a need for a period of intensive research focus.
William Researchers from the EPC at RTI-International-University of North Carolina at Chapel found that routine episiotomy, common in many practice settings, does not achieve any of the goals it is commonly believed to achieve. When providers restricted their use of episiotomy, women were more likely to give birth without perineal damage, less likely to need suturing, and more likely to resume intercourse earlier.
Women who experienced spontaneous tears without episiotomy had less pain than women with episiotomies. Complications related to the healing of the perineum were the same with or without episiotomy. In addition, the evidence showed that episiotomy did not protect women against urinary or fecal incontinence, pelvic organ prolapse or difficulties with sexual function in the first 3 months to 5 years after delivery. No research described the long-term impact of episiotomy later in adult life when incontinence is most likely to occur.
The researchers conclude that any possible benefits of the procedure do not outweigh the fact that many women would have had less injury without the surgical incision. The scope of the review did not include neonatal outcomes, and therefore the report does not discuss possible benefits of episiotomy for the infants. The researchers also studied the evidence for suture materials and techniques of repairing the perineum following episiotomy or tear. More information on these topics can be found in the report.
• This project provided support for a conference held in May 2002, to review current research on the effects of otitis media with effusion (OME) on children's hearing and development, identify gaps and future directions for research, and discuss implications for clinical practice. Current evidence indicates hat the linkage of a history of OME in early childhood to later development-after accounting for important confounding variablesis negligible to mild in degree. However, the findings should be interpreted cautiously, given that almost all of the studies used OME rather than hearing loss as the independent variable, and many of the studies did not control for important variables that could have affected the findings. Continued study of the OME language linkage should consider measurement, study design, analysis, and population sampling issues. The Seattle Lumbar Imaging Project (SLIP) was a multicenter randomized trial that evaluated the consequences of substituting a rapid MRI for radiographs as the initial imaging strategy for primary care patients with low back pain. After controlling for back-related disability at baseline and study site, there was no significant difference in 12-month outcomes between the radiography and MRI groups. Patients randomized to radiography had more conventional MRIs, physical therapy, acupuncture, massage, and osteopathic and chiropractic manipulation over the study period. Patients randomized to rapid MRI had more subsequent radiographs of the lumbar spine and more specialist consultations. The mean cost of care was higher in MRI patients ($2,121) compared with radiography patients ($1,651 The goal of this project was to enhance understanding of the factors that influence physicians' scope of practice-that is, the services they actually provide chosen from among all the services they are trained to perform. The researchers focused on six medical and surgical subspecialties: cardiology, gastroenterology, pulmonology, orthopedic surgery, ophthalmology, and urology. They used Medicare administrative data and other secondary data files containing information on market characteristics. They found no consistent pattern; neither physician attributes nor market characteristics had consistent effects on the breadth or narrowness of physicians' scope of practice. (Abstract, executive summary, and final report, NTIS accession no. PB2005-102217; 56 pp., $31.50 paper, $14.00 microfiche)** For this health services research training program, the investigators recruited talented doctoral level scientists, physicians, and predoctoral students as trainees. The goal was to foster in the trainees a broad understanding of the health services system (public and private) and an awareness of issues amenable to empirical study. Other goals were to assist trainees in acquiring the capacity to design and conduct sound research, provide trainees with a meaningful health services research experience, and place graduates in academic, government, and private enterprises in which their special skills and knowledge will be used and valued. The goal of this project was to determine differences in clinical outcomes between patients undergoing endoscopy who have complicated forms of gastroesophageal reflux disease (GERD) and those with normal endoscopy findings. Another goal was to determine whether a computer format and database could be used to enroll and follow patients at sites peripheral to the central study site. Although some aspects of the study were successfully completed, most of the outcomes could not be determined due to technical problems and personnel issues. People who have schizophrenia typically find it difficult to consistently follow care and medication recommendations, including the complex antiretroviral therapy (ART) regimens used to control HIV infection. According to this study, people who have both HIV infection and schizophrenia who use the newer atypical antipsychotics are more likely to continue using their medications than those using the older antipsychotics, which have more serious side effects. The researchers used New Jersey HIV/AIDS surveillance data and Medicaid claims data to examine the correlates of use of antipsychotic medications among 350 HIVinfected individuals with schizophrenia. They defined medication persistence as at least 2 months of medication use in a quarter. Overall, 81 percent of those studied had at least one claim for an antipsychotic medication at some point between 1992 and 1998. Of the 282 patients using antipsychotics, 34 percent had at least one claim for an atypical antipsychotic, but fewer Latinos (17 percent) and blacks (34 percent) than whites (50 percent) had a prescription for an atypical antipsychotic. Users of atypical antipsychotics were 4.25 times as likely to persist in taking their medication as those taking only older antipsychotics. This paper describes the commonly used observational study designs-that is, cohort and casecontrol studies-used in radiology research, including their strengths and limitations. The authors point out that these study designs are particularly useful in determining the influence of radiology intervention on patient outcomes, for example, the impact of mammography on breast cancer mortality. They also are useful for determining clinical risk factors for disease that aid selection of optimal imaging strategies. For instance, mechanism of injury (such as a high-speed motor vehicle crash that is a predictor of spinal fracture) can be used to select between computerized tomography and radiography to evaluate the cervical spine in trauma patients. The World Wide Web (WWW) has little utility for informing populations at greatest risk for chronic kidney disease (CKD), according to this study. The authors assessed the technical (number of hyperlinks), content (number of six core CKD and risk factor information domains), and linguistic (readability and variation in readability) barriers for Web sites offered by 12 kidney disease associations. They concluded that having lower socioeconomic status, less access to computers and the WWW, multiple Web site hyperlinks, incomplete information, readability problems, and significant variation in readability of CKD information on the WWW are social, structural, and content barriers to communicating CKD information. This may contribute to racial/ethnic disparities in CKD health status globally. These investigators used the Perceived Nursing Work Index-(PNWE) instrument in a national survey of critical care nurses from 68 hospitals across the Nation to assess its validity in evaluating how these nurses perceive their work environment. The PNWE, with its 7 subscales and 42 items, exhibited sound psychometric properties. The subscales exhibited moderate to high reliability ranging from 0.70 to 0.91, except for one subscale. Nurses employed at magnet hospitals (those that have the ability to attract and retain nurses) had more positive perceived work environments than those employed at nonmagnet hospitals, and they showed higher mean scores in four of the seven subscales. The researchers used data from the Healthcare Cost and Utilization Project Nationwide Inpatient Sample on hospital stays in select States to examine the implications of different disease coding mechanisms on costs and the magnitude of error that could be introduced in head-to-head comparisons of resulting costeffectiveness ratios (CERs). The authors based their analyses on a previously published Markov model for HIV/AIDS therapies. Contrary to expectations, they found that the choice of coding/grouping assumptions that are diseasespecific by either DRG codes, ICD-9 codes, or risk group resulted in very similar CER estimates for highly active antiretroviral therapy. This study of HIV care found that negative physician attitudes toward HIV-infected injection drug users (IDUs) may lead to less than optimal care for IDUs and other marginalized populations. The researchers evaluated physicians' training, experience, and practice characteristics and examined associations between their attitudes toward HIV-infected individuals who also use injection drugs. Nationally 23.2 percent of HIVinfected patients had physicians with negative attitudes toward IDUs. Seeing more IDUs, having higher HIV treatment knowledge scores, and treating fewer patients per week were associated with more positive attitudes toward IDUs. Injection drug users who were cared for by physicians with negative attitudes were significantly less likely to receive highly active antiretroviral therapy. The researchers note that their findings that attitudes toward particular patients are associated with quality of care and that experience, knowledge, time pressures, and stress are related to attitudes may apply also to other groups of difficult to treat patients with a broad range of conditions. Elderly people who are cognitively intact reliably report their health care use, even in a potentially challenging environment like a hospital emergency department (ED), according to this study. The researchers interviewed 612 elderly men and women visiting an ED. They then rated characteristics of the ED and compared elderly patients' selfreports of ED use and hospitalization during the previous 4 weeks with data from hospital records. Overall, 3.6 percent of the patients overreported and 2.2 percent underreported visits to the ED, and 2.6 percent overreported and 1.2 percent underreported hospitalizations. Discrepancies between self-report and hospital records were associated with male sex, cognitive deficits, and risk status, but they were not related to any of the ED environmental variables. National household surveys often rely on parents' recall to assess children's use of health care services. This study found that mothers have good recall for acute health care events during the first 3 years of their children's lives. The investigators compared children's medical records with their mothers' recall of emergency department (ED) visits and hospitalizations of their children since birth and in the preceding 12 months using data on 2,937 families who participated in the Healthy Steps for Young Children national evaluation.
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